Surgical treatment of male pattern baldness
In an image conscious society a high premium is attached to youthful appearance. Baldness is unfashionable. Publicity and intrigue surrounding the alleged treatment of famous heads and extensive advertising by some private clinics have heightened public interest.
Various classifications have been proposed,'2 but the essential feature of male pattern baldness is that hair is lost most obviously in the frontal region and at the vertex. Parieto-occipital growth is spared, perhaps because of a differential response by hair follicles to circulating androgens.3 A permanent "cure" could be achieved in theory if some of these unaffected follicles could be transferred to the bald area without leaving obvious defects at the donor site. This may be achieved in practice by free grafting of small discs (punch grafts)4 or thin strips5 of hair bearing skin or by transposing vascularised hairy flaps.'640 The bald area may be reduced by staged excision as an adjunctive procedure. 2 The choice of technique (or combination of techniques) depends on individual requirements. Punch grafting has gained great popularity because of its simplicity. Discs of occipital scalp are excised with a punch similar to that used by dermatologists for skin biopsy. A 4 mm disc will contain about 12 to 15 hairs. At each visit between 10 and 60 such discs (depending on the endurance of both patient and surgeon) may be transferred to recipient sites prepared by excising discs of bald scalp with a slightly smaller punch. After grafting the original hairs fall out after about two weeks with permanent growth beginning two to three months later. The procedure may be repeated at intervals. Very careful planning is essential to minimise a tufted appearance of the grafts. This is often -noticeable-at the frontal hairline, and a 5-7 mm wide strip may provide a more acceptable contour. A combination of these two methods may be used to cover a substantial bald area, but the procedure is very tedious and time consuming.
Transposition of vascularised hairy scalp flaps has the advantage of transferring a much larger area ofhair in a single operation without a postoperative delay in growth. Greater surgical skill and judgment are required, since the attachment of the flap limits its mobility. Design is crucial in providing a flap of adequate size which will reach the required recipient site with an assured blood supply-and with hair growing in the correct direction. It must be possible to close the donor site directly. The number and variety of published flap configurations attest to the difficulty of meeting these requirements. Satisfying results may be produced, however, particularly in the frontal region.
Scalp reduction uses the principle of staged excision to reduce the size of a bald patch over a series of up to four operations. At each procedure a segment of scalp is removed and the resulting defect closed directly. Between operations the surrounding tissues stretch, effectively expanding the hair covered scalp. For isolated baldness at the vertex this may be an adequate treatment alone, but more usually it is combined with free grafting. The technique of tissue expansion using inflatable prostheses has provided another option." This has proved very effective in the treatment of alopecia of congenital or traumatic origin.
Reconstructive surgeons have been reserved in their enthusiasm for treating baldness. Their attitude stems in part from the tedious nature of some of the methods described and in part from the inadequate results frequently seen. Clearly, however, there is a public demand-and one which will continue to be satisfied by less well qualified personnel if reconstructive surgeons are unable to provide the service.
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